Crohn's disease causes chronic gastrointestinal symptoms which may require prolonged medication and surgical intervention. There is concern from earlier studies'`that the disorder shortens life. Patients are anxious that the diagnosis may jeopardise their chance of acquiring life insurance, mortgages, and employment.78 Studies from various referral centres have suggested that these fears are justified,2'-although community based reports offer some reassurance.9 '°The aim of this study was to investigate the mortality from Crohn's disease among 610 January, 1990 . For Asians, the expected mortality was calculated in a similar manner, using immigrant mortality data.'3 Age specific mortality was used throughout the study taking into account increasing age, but in Asians unlike Europeans this could not be adjusted for changing mortality rates from year to year as these data were unavailable.
The sum of each subject's cumulative hazard of death was compared with observed deaths to find the standardised mortality ratio.' Expected mortality was found for each age band, disease site, and decade of diagnosis. Standardised mortality ratios (SMR) were compared with one another by x2 tests. Confidence intervals (CIs) were found using a Poisson distribution. ' 4 7, p<0 05 respectively). The highest mortality was among those who had had colonic disease for less than six years (Fig 1) , although the CIs of the difference between survival proportions are wide. These findings also reflect the higher proportion of elderly patients with colonic disease. The survival curve for the study shows that the highest mortality is during the first four years after diagnosis. Subsequently survival plateaus (Fig 2) . A log rank test analysis showed survival was significantly better in the 1970s than the 1980s (x2l=8, p<0 05). To assess whether mortality was changing during the study, the SMRs for patients diagnosed from 1972-80 and from 1981-9 were compared at 1 January 1981 (SMR=44-7) and 1 January 1990 (SMR=94-5) respectively and were not significantly different (x21 =2 15 NS), which suggests the difference in survival curves for the two decades is due to a different age distribution of patients and does not reflect poorer clinical care in the 1980s. Such survival curves take no account of the age structure of the patients.
The survival curve was steeper in the 1980s than the 1970s (Fig 2) . The differences between survival proportions at 3, 6, and 9 years were 0.04 (95% CI 0.016 to 0.08), 0.051 (95% CI -0 01 to 0.1), and 0.09 (95% CI -0-12 to 0.3) respectively. Although this could suggest the improved survival in the 1970s was due to better management early in the disease, the similarity of the SMRs in each decade would again suggest that the age distribution of patients is the explanation.
Stepwise regression analysis with stratification by age confirmed that colonic disease was the only variable that was significantly related to survival (log likelihood= -132-894, X2<0.05). colonic disease, which in this study had a worse prognosis. The incidence study" has shown that there were more older patients and relatively more patients with colonic disease during the 1980s.
There have been few community based studies of mortality in Crohn's disease. '9'0 
